Purpose: Peer review is the evaluation of the creative work or performance by other people in the same field to enhance the quality of work, or performance. In an effort to improve quality and standardization, a number of initiatives have been put in place at the national and provincial levels. In 2011 and updated in 2013, the Canadian Partnership for Quality Radiotherapy (CPQR) published Quality Assurance Guidelines for Canadian Radiation Treatment Programs. This document recommends that all radiation treatment plans administered with adjuvant or curative intent, and others plans where there is a significant potential for adverse patient outcome, undergo Radiation Oncologist peer review. The aim of this project was to identify and mitigate the barriers to an effective peer review program, to achieve the recommendations set forth in the CPQR guidance document. Methods and Materials: A large urban comprehensive cancer centre performed peer review employing a site group model. 10 site groups are represented meeting on a weekly basis. A three month retrospective analysis was performed identifying all cases treated within the time period. Each case was characterized by: site; month; referral to review; and review status. Cases not referred for review and or did not undergo peer review were examined for barriers to successful peer review. Results: The average peer review rate for the three month time period was 85.43%. 16.61% of patients did not receive a referral to peer review. 3.38% of patients were referred for review, however did not undergo peer review. Identified barriers to successful peer review included; human error, workload, resource limitations and culture change. Conclusions: Peer review; has the potential to identify errors; serves as a forum for continuing education; and catalyzes standardization. By mitigating the barriers to peer review including; human error; workload; resource limitations; and adopting a culture promoting the initiative an increasing number of cases can be successfully reviewed, resulting in a high fidelity system to increase patient safety. RT) is an initiative between the Canadian Partnership for Quality Radiotherapy (CPQR) in partnership with the Canadian Institute of Health Information (CIHI). Cancer Care Ontario (CCO) has an established a Radiation Incident Safety Committee (RISC) with the goal of reducing the impact of radiation incidents across the province's 14 radiation treatment programs (RTP)s. CCO RISC has assessed its collective incident reporting processes in comparison to the provincial adoption of the NSIR-RT. Methods and Materials: Facilitated by a face-to-face meeting of Primary Radiation Incident Leads (RILs), an assessment of current incident reporting processes of each regional radiation program was performed. Reporting tools, taxonomies and processes were collected for each of the 14 RPTs. The RILs met to discuss the current state of reporting in comparison to the CPQR proposed NSIR-RT. Benefits and barriers to the provincial adoption of the NSIR-RT platform were identified. Results: 100% of RTPs had an established incident reporting process. 85% of RTPs reported radiation therapy incidents using software databases. Nine software systems were identified (three of which were developed in house) for the facilitation of incident learning. In addition, 100% of RTPs had locally specific incident reporting taxonomies. Evaluating the proposed NSIR-RT the following benefits and barriers were identified.
Benefits:
• Access to provincial dataset • Unified taxonomy • Cost neutral • Reduced provincial reporting requirements Barriers:
• Corporate buy-in • Multiple data entry requirements/resources • Access to provincial data-set • Measures of success Conclusions: Currently, 35% of RTPs are using NSIR-RT and 35% are in the progress of completing service agreements. In addition, work with CIHI to develop a CCO administrator role to
